IT is well known that during the war years Vincent's infection has been prevalent among the civil population of this country, especially in industrial centres, as well as in the Armed Services. At the Birmingham Dental Hospital I have had the opportunity of examining and treating a large number of these civilian cases, and my recent publication in the British Dental Journal (1944) gave some facts and figures regarding 1,017 cases seen during the period June 1941 to December 1942. From that date to the present time-a period of sixteen months-between 1,400 and 1,500 additional cases have been registered and details of treatment recorded, but the results have not been tabulated. Nevertheless, I can state quite definitely that in general the findings recorded in the first series have been fully confirmed and in some respects amplified.
In the absence of full tabulated results for the nev series of cases Table I gives the general results of treatment of the previous series. This shows the number of recurrent cases related to "Completed" and "Uncompleted" treatment. A period of four months had elapsed from the date of admission of the last patient, and twenty-two miionths from the date of admission of the first patient of the series when this table was compiled. During the twelve months from that time to the present only about ten of these patients have returned with a recurrence of infection and most of those belonged to the "Uncompleted" group. While it is realized that some patients may have left the district or sought treatment elsewhere it is believed that their number would not materially affect these collective results or the conclusions arising therefrom.
"Completed" treatment implies not only the healing of all Vincent's lesions-clinically estimated by re-epithelialization of the ulcers and no bleeding on pressure bult also the remiioval of pockets and other stagnation areas.
AUGUST-ODONT. 1 568 Proceedings of the Royal Society of Medicine 36 Cases which were unnecessarily prolonged becauise of brief interruptionls of treatment are not classed as recurrent.
No real significance regarding treatment can be attached to the group of 335 cases, i.e.
Uncompleted no recurrence. It may be assumed that a fair proportion of the 121 with healed lesions are still free from infection. On the other hand all of the 214 with unhealed lesions when they ceased attendance must be considered to retain a subacute or latent infection. However, this latter group does give some indication of the number of people whose mouths are in a dangerouisly unhealthy condition for which thev do riot seek treatment until subjective symptoms become actute. Mlost of the cases of ulceration and infected sockets following recent extractions can be accounted for by the failure of dental practitioners to recognize this subacute or latent infection and to give appropriate pre-and post-operative treatment.
A comparison of the number of recurrent cases in the two main groups 16 out of 617, i.e. 2 6% after complete treatment, against 128 out of 463, i.e. 27-6o,/) after incomplete treatment-is very significant.
The 16 recurrences after complete treatment, all demonstrated the great importance of local conditions in favouring reinfection. Most of them had completely neglected oral hygiene and six wvere heavy smokers, i.e. thirtv or more cigarettes a day.
The number of patients who ceased attendance before completion of treatment and returned because of a flare-up (50 of them more than once) gives an indication of the difficulty of treatment when control cannot be exercised or disciplinary measures taken.
From the comparison of these figures it will be seen, therefore, that the solution of the problem of recurrent infection lies in the complete eradication of all stagnation areas. In many cases this treament becomes complicated and delayed by persistent subacute ulceration.
Control of the acute stage is quite simple and straightforward. Latterly, therefore, attention has been focused mainly upon persistent cases and an attempt has been made to assess the causative factors involved and to accelerate cure.
It was found that only a small proportioni could be considered to be really atypical. A few were associated with pregnancy, with ulceration superimposed upon pre-existing gingivitis gravidarum. In onlv one such case was it considered advisable to excise the gum flaps, and the result was excellent. In the other cases healing of the ulcers was delayed, and the gingiva were still inflamed and bled on pressure when the patients were discharged. They were given careful instructions regarding home treatment and were told to return if there was any deterioration-i of the condition. Some patients vith persistent lesions proved to have a positive WVassermann reaction.
These responded well to local application of arsenicals in addition to general antisyphilitic treatment. In all probability many cases which have responded uneventftully to routine treatment have also had uinsuspected svphilis. A few cases were verv intractable tuntil vitanmin therapy in addition to local measures was emploved. There were a number of cases from which smears were obtainied showing that a heavy mixed infection persisted after the bulk of fusospirochetal organisms had been destroyed. Finally some mouths exhibited marked anatomical abnorinalitv, such as exceptional protrusion of the uipper incisors or great crowding in the lower incisor region. These proved very stubborn owing to the impossibility of preventing mouith breathing, or of keeping zinc oxide and oil of cloves packs firmly in place. The prognosis in these c.:;ses was generally poor.
However, the m70ost freqlent cauese of delayed healing was found to be simply the failure on the part of either the patient or operator to carrv out certain essentials of treatment.
ON TIHE PART OF TIIE PATIEN 1 Failutre to attenid regularly. This is the chief difficultv attendanit upon the treatment of hospital out-patients.
Lack of co-operation. in carrying out home treatment including persisten>ce in suokint. -Experience has shown that demonstrations and verbal instructions are not always sufficiently impressive, and now in additioni to these, a printed slip giving precise and strict instructions is issued to each patient. ON THE PART OF THE OPERATOR Failure to treat all parts of thle mzoutth at each vi'sit.
Hasty packing with zinc oxide and oil of cloves paste resulting in loose dressings.
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Delay, sometimes uiniavoidable, in completing extractions, ginlgiveci0loin, &c., antd failutre to contiuzte prophylactic treatment in the interim. Failuire to check instruictionys previotusly given.-Instances have been recorded when the patient has been told to stop brushing the teeth during the acute stage and then not told when to start again. Repeated checks should be made to be sure correct instructions have been given, understood and carried ou2t.
In order to test whether certain drugs othier than those normally used would promote more rapid cure and enable the tissues to resist reinfection withouit surgical measures, 105 special cases were selected for experimental treatment and the general results tabulated.
Most of these cases had a history of persistent or recuirrent infection (Table II) . It will be noticed from the total of 191 that manv cases have been treated by more than one method, each therapy being used separately. In some instances several different methods were used successivelv and some individual case records are verv interesting. The recurrences refer only to those cases which showed "Improvement" or "Possible improvement" and do not include those which showed "No improvement". I tried to obtain a supply of penicillin for test purposes but was unable to do so. The three arsenical preparations were used locally only. Fusospiroch,etal organisms have not been demonstrated to penetrate the tissue affected and enter the general circulation in uncomplicated Viincent's lesions, and therefore in the present state of knowledge intravenous injections of arsenic would appear to be irrational. Reichmann (1926 ), Hirschfeld (1929 ), Dalev (1931 and others all recommend the use of arsphenamine or neoarsphenamiine locally, and Reichmann (1926) Previous experiments had shown that the arsenicals compared unfavourably with chromic acid and hvdrogen peroxide therapy for the acute stage and these figures show that they were by no means specific in the later stages.
.Mapharside was bv far the most effective and promoted rapid healing in some stubborn cases. A sufficient number of successes were recorded for it to he included in the list of effective drugs to be used in intractable cases. It will be noticed, however, that without the suibsequent removal of stagnation areas it did not confer immunity to reinfection.
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Proceedings of the Royal Society of Medicine 38 Nine recurrences were observed out of the 28 cases which showed improvement. Seven recurrences out of 12 after novostab, and 2 out of 3 after stabilarsan were also recorded.
Packing with a mixture of zinc oxide and oil of cloves paste and a little mapharside has been suggested. Three cases were treated in this way and the results were all disastrous. Removal of the packs after twenty-four hours revealed exposed alveolar bone in each case. Fortunately the packs had not been left on long enough to cause necrosis of the bone, but great pain was experienced and healing was long delayed. Possibly the technique employed was faulty: nevertheless, I feel that this method should be strongly condemned.
Metapheni.-Thirteen cases were treated with metaphen which is an organic mercury compound in 1: 500 solution. This preparation is used beneficiallv in streptococcal infections. Success was achieved in 3 cases and partial success in 5 others. Again there was no immunity to reinfection.
Propamidine. -Thrower and Valentine (1943) , Mclndoe and Tilley (1943) , Morley and Bentley (1943) , Kohn, Hall and Cross (1943) , and BLttler (1943) have reported success for this preparation in the treatment of chronic streptococcal infections, burns, ulcers and surgical infections; streptococci and other aerobes, and anaerobes including fusiform bacilli being effectively destroyed in a few days. They also noted that rapid re-epithelialization was promoted.
Propamidine 0-1°% in a methvl cellulose mucilage was tried in 7 of these special cases but proved quite useless on gingival lesions because of the impossibility of sealing it in effectively. However, in 4 of the cases, infected sockets were present and these were packed with the propamidine jelly on cotton-wool. Rapid healing occurred in all 4 cases.
Several more infected sockets have since been treated successfully, but difficulty has been experienced in retaining the dressings in position when the sockets have partly healed. In consequence, the technique has been adopted of dressing first with propamidine jelly until healthy granulations form and then filling the socket with B.I.P.P. This is left in position undisturbed until it is gradually extruded bv progressive healing.
Cibazol.-Sulphathiazole powder mixed with zinc oxide and oil of cloves paste had previously been tried without success. It was thought that it might be retained in position round the teeth more easilv in the form of an ointment, but trial proved that this was not so. Two cases were treated without improvement.
Packing with zinc oxide and oil of cloves paste on cotton-wool wisps has been proved to be a therapy of superlative merit. It was decided to trv to establish if any further improvement over the routine method could be obtained by using zinc peroxide instead of zinc oxide. Mallett and Guralnick (1942) have used a watery paste of zinc peroxide with success in the treatment of mouth infections including Vincent's ulceration, its value being attributed to the slow and long-continued liberation of its oxygen. Unfortunatelv no greater concentration than a 25% zinc peroxide mixture with zinc oxide could be obtained and therefore a proper test could not be carried out. Packing with zinc peroxide-zinc oxide mixture and oil of cloves paste did prove to be beneficial, but later experiments comparing zinc peroxide mixture packs in one part of the mouth with control zinc oxide packs in another showed that the lesions healed equally well in both areas. A paste of zinc oxide 3 parts and pot. chlor. 1 part with oil of cloves was then tried with satisfactorv results, but again control experiments showed that plain zinc oxide packs were equally beneficial.
Another series of vitamin tests was also undertaken, during which local treatment was confined to thorough cleansing and the application of one of the aniline dyes. The results in general were even less satisfactory than those recorded in the earlier series (Stammers 1944) , and the number of recurrences was considerably greater than when local treatment of a more potent nature was employed.
With ascorbic acid, only 4 cases showed definite improvement and 9 possible improvement out of 28 and there were 12 recurrences. The addition of Vitamin P had alreadv been tried in a few cases without noticeable effect, but the possibility of some other vital factor being present in the natural source of supply which was absent in the synthetic product could not be ignored. Ribena black-currant syrup was therefore tried in 19 cases. It was obviously impossible to give sufficient syrup to equal the usual dosage of ascorbic acid and the total amount of vitamin C received was very small. Only 2 cases showed real improvement and 8 possible improvement and 8 had recurrent infection.
Three cases responded favourably to nicotinic acid, in 3 others there was partial improvement and 4 became reinfected.
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In the earlier series a higher proportion of cases had responded favourably to the administration of small doses of essogen (pure vitamin A free from D) than to ascorbic acid or nicotunic acid. In these experiments it was decided to increase the dose for some patients. The previous total dose varied between 42,000 and 168,000 I.U. The response was fairly satisfactory (6 improvement and 6 possible improvement), but unfortunately only of limited duration and the number of recurrences in the absence of continued and complete local treatment was high.
From the examination of the collective results of treatment of these special cases (and previous experience with many other drugs gave similar results), it is apparent, therefore, that there is no easy and certain drug therapy which will cure persistent Vincent's lesions and confer immunitv to reinfection. Experience has shown conclusively that, not onlv is early and thorough mechanical cleansing essential as a basis for the success of any therapy, but that such cleansing mutst be continuied progressively throtughoutt treatmentt.
This progressive operative procedure begins with the careful removal of slough and tartar deposits from the ulcerated area at the first visit. All but a few patients tolerate this well and even the few can be treated with the aid of a surface anasthetic paint. It must be emphasized that only the ulcerated area should be scaled before the acute infection is under control and re-epithelialization has started. This technique is not in accordance with accepted practice since many writers condemn too early scaling on the ground that it causes extension of the ulceration. No such harmful result has been noticed bv us.
In this connexion it is appropriate to record that on several occasions gingivectomv under nitrous oxide anmesthesia was performed at the height of acute infection in order to obtain biopsy material. Routine adoption of this practice is of course unwise, as there is a definite risk of infected material being aspirated into the lungs. Special care was taken to minimize this risk. As far as the local condition was concerned on no occasion was extension of ulceration observed; in fact, the total treatment time was considerably reduced in every case.
After mechanical cleansing the method of choice for the destruction of the bulk of the invading organisms is the use of 20% chromic acid and hydrogen peroxide. Usuallv two or three daily applications are sufficient; the use of this powerful escharotic for too long retards rather than accelerates cure by destroying the new epithelium. Unaffected parts of the mouth are thoroughly atomized and painted with a mild antiseptic at the same time.
Optimum results can only be obtained if efficient suLrgical treatment is supplemenited by thorough home treatment by the patient. The use of toothbrush or sticks is contraindicated during the acute stage lest possible trauma cause a spread of infection, and frequent mouth washing is the only safe method of cleansing. It has been found necessarv to instruct nearly all patients in the correct muscular action needed to sluice the moiuth-wash forciblv backwards and forwards between the teeth. The patient must also co-operate bv secLiring free bowel action, particularly during the first few days of treatment when the elimination of toxic products is essential.
Immediately the acute infection is under control both surgery and home treatment are directed towards the restoration of a healthy gingival condition of the whole m7oluth. To this end the next step in the surgery is scaling of all the teeth, preceded and followed by a mild antiseptic paint. Any pockets or interdental stagnation areas now receive special attention and are best packed immediatelv with zinc oxide and oil of cloves paste on wool. It is also best to pack the original site of infection at this stage but the time factor has to be considered and this method, though desirable, is frequently impracticable. Again it is most important to stress the absolute necessity for treating the whole mouth by some method or other at each visit. Neglect of this essential has on manv occasions resulted in either a persistent subacute infection or even an exacerbation at the original site, or else a fresh outbreak in some remote pocket or interdental space; in the latter instance reinfection of the original area will almost certainlv follow unless adequate precautions are takein.
Next the extraction of roots and unsaveable teeth is carried out under antiseptic conditions. Where there is overcrowding of the teeth, with interdental spaces which cannot be rendered accessible, judicious extractions are preferable to the risk of recurrence. If it is clear by now that the prescribed home treatment is not being done in spite of repeated instruction and demonstration and that little or no enthusiasm can be aroused, the decision regarding extractions must be mtuch more drastic, even to the extent of clearance of all teeth.
Finally, all parodontal pockets are eradicated. Sometimes this can be accomplished by packing alone, sometimes by electric cautery and packing, but in most cases onlv bv 572 Proceedings of the Royal Society of Medicine 40 the radical operation of gingivectomy, the whole mouth receiving attention at the same time. In manv instances deterioration has been observed in one part of the mouth while another part is being treated by gingivectomy, and usuallv it is advisable to keep all pockets packed pending their elimination. Subgingival calculus which was previouslv inaccessible is now removed, the teeth carefully polished and any cavities restored.
That gingivectomy is almost always successful in the prevention of recurrence has been proved by experience, and during the last twelve months only three cases of reinfection of the area so treated have been observed; in each there had been complete neglect of oral hygiene. Manv cases have been seen in which ulceration has subsequently occurred in previously unaffected areas, such as around erupting wisdom teeth, and the area previously infected and treated by gingivectomy has remained perfectly healthy.
In addition to these surgical and other operative measures, which after all are only a means to an end, there is a much more important and difficult task: that of educating the patient in the maintenance of oral health. As soon as healing of the ulcers is well established additional home treatment consists of thorough cleaning and massage of all accessible parts of the mouth with a toothbrush and a mixture of equal parts of salt and bicarbonate of soda for several minutes after each meal and at bedtime. The softest grade of brush obtainable should be used at first and a medium grade later. Unfortunately several cases of brush trauma have been observed recently owing to the difficulty of getting a soft brush at the present time. I do not think it is wise to use wooden sticks between the teeth until the pockets have been removed, and anywav there are probably zinc oxide packs in position, but as soon as the pockets have been eliminated and the packs removed Fish's friction technique with wooden sticks is started. Keene's soft wood sticks are used at first, and later, when the epithelium is well keratinized, sharpened match-sticks. Without this technique there is always the tendency for tissue to grow up interdentally with the inevitable formation of new pockets and the return of ulceration. Now I propose to tuLrn very briefly from the results and details of treatment to the consideration of a possible explanation of the proved success of gingivectomy. Parodontal pockets have been shown to be present in practically 100% of mouths infected bv Vincent's organisms, vet it is an undoubted fact that those pockets and small numbers of those same organisms have been present for a long time before the initial attack.
It is also a fact, that, in many cases if the pockets are left, destruction of the bulk of the bacterial flora and elimination of the contributory factors as far as possible may still be followed in a comparatively short time by reinfection of the same area, while removal of the tissue enclosing the pockets bv cautery or excision confers immunity for a long period, even when the contributory factors remain unchecked and previouslv virulent organisms are present in other parts of the mouth.
Does the explanation of this phenomenon depend upon the mere presence of the pockets or is it concerned with the tissues enclosing the pockets? In other words, do the suirviving organisms (originally saprophytic and having slowly acquired maximum pathogenicity during months or even vears in a favourable habitat) maintain their virulence in the pockets and again cause ulceration, and does the obliteration of the pockets simply deny them a suitable nidus; or does the gingival tissue remain infected by organisms which lie dormant in the tisstue for a time and later resume normal growth; or does the tissue itself acquire some qualitv which renders its reinfection inevitable in the course of time?
The first possibility would account for the repeated slight exacerbations seen in persistent cases when treatment has been interrupted for a dav or two or when the whole of the mouth has not been treated at each visit, but it does not appear to offer a complete explanation of periodic flare-ups occurring after a month or two of apparent health; neither does it explain whv the same area becomes the site of ulceration tirne after time.
These sequelk would, however, be accounted for if either the second or third possibility could be shown to be true.
The work of Pickworth on the Histobacteriology of Chronic Nasal Sinusitis (1943) may have a bearing upon the second possibility (i.e. organisms remaining dormant in the tissues). He has examined large numbers of pathological sinus membranes and specimens of sphenoid bone adjacent to the sinus, and while generally the tissues were found to be sterile, in some cases he has demonstrated pleomorphic forms of streptococci growing in the living, but ischaemic, tissue unaccompanied by active tissue reaction. He considers that, "because of the scarcity and pleomorphism of the organisms when grown under adverse conditions, pathologists, who deal generally with a superabundance of perfectly shaped organisms produced in ideal cultural surroundings, may tend to overlook a few Section oJ Udontology 573 organisms in the tissuLes that are not accompanied by actixe tissue reaction, or that do not show the accepted distinctive morphological picture'. He is of the opinion that 'there is probably a phase in the life cycle of manv common organisms during which atypical morphology and absence of tissue reaction are cardinal features. Presumably such phases pass and the organisms resume normal growth with altcred immunity reactions of the host". And he states that "such demonstration of chronic sepsis in the sphenoid bone has not been previouslv made, and it may help to explain whv clinically many cases of sinus disease do better vhen the highly reactive membrane of the affecte(d sintus is removed completely". Little is known of the life-history of Vinicent's organisms although R. and MI. Dean (1931) , Tunnicliff (1939) and others clanm to have demonstrated a life-cvcle in wvhich the fusiform bacillus and the spiroch-ete are different morphological forms of a higher bacterium or microscopic plant. If their views are accepted it is conceivable in the light of Pickworth's findings that atvpical morphological forms, possiblv gonidia, of viable organisms may remain in the gingival tissue enclosing the pockets even after clinical cure of the disease, and after variable periods of dormancy may resume normal growth and re-establish clinical ulceration.
The third possible explanation of the phenomenon of recuLrrent infectioln of the same area, is that of localized sensitivitv of the tissue cells to the fusospirochxtal organisms. Allergic sensitivity of cells to some bacteria has been proved experimentallv bv growth in vitro (tissue culture) (Aronson, 1931; Moen, 19337) . The assumption that cells of the subgingival tissue do become sensitized to Vincent's organisms means that the reappearance of these organisms in the pocket woutld provoke a reaction in the adjacent soft tissues to combat the toxic effect upon the sensitized cells. Part of this reaction would take the form of a hyperamia in order to provide increased oxygenation of the threatened area; but hyperemia of the gum papilla, exposed as it is to intermittent traumatic injury, always results in rupture of some of the capillaries with h,emorrhage, thrombosis and congestion. Thus the allergic reaction would soon defeat its own object and result in a condition of ischaemia, providing in a comparativelv short time conditions actually favouring the proliferation of the fusospiroch<Tital flora and the recurrence of ulceration.
Sections of several specimens of gingival tissue taken from acute, subacute and healed lesions have been prepared, and examined microscopicallv. Numbers of fusiform bacilli and spirochetes have been constantly seen in necrotic areas, and also superficial invasion of the livtizg tissue in sections from clinically infected cases, but no recognizable forms have been seen in sections frem healed lesions.
Photomicrographs of a section of gumi (stained in bulk vith silver) takenl from an acute case show large numbers of fusospirochoetal organisms in the slough and attacking the remaining subgingival epithelium, but no deel) penetration of the tissues by the organisms can be demonstrated.
In many specimens of gingival tissue taken from healed Vincent's lesions which appeared, clinically, to be on the point of breaking down again, vascularizationof the epithelium has been observed. The photomicrographs show projections of the connective tissue papille, in many cases consisting solelv of blood-vessels, exteniding nearlv to the surface of the epithelium and frequently turning and lying parallel to it, particularly in the epithelium lining the pocket. MIany sections through the series have to be examined before the connexion of these transversely cuLt papilke with the gum corium can be traced. The ease with which slight pressure on the gum causes hewimorrhage from the pocket can be readily understood when it is seen how near to the surface the bloodvessels approach, and how prone are the tissues to attack by organisms situated in the pocket if the vessels become congested and stasis ensues. The high magnification of one papilla shows several vessels packed with red cells, and ovdema and disintegration of the overlying epithelial cells. (The photomicrographs cannot be reproduced owing to lack of space.) It seems obvious that vascularization of the epithelium is part of a defence mechanism, and if any particular significance can be attached to its association with healed Vincent's lesions on the verge of recurrence, it does suggest that there may be a connexion between this phenomenon and local tissue sensitivitv, which mav be, therefore, a probable explanation of reinfection. A great deal of carefuLl research is still needed lbefore a correct answer can be given and therefore, in the present state of our knowledge, these explanations of recurrent infection must remaini hyrpothetical.
(The histories and progress of treatment of five cases were then giv.en anid illustrated by lantern slides of photographs in colouir, smears, andl photomicrographs.) rs w n 1 X Mr. Arthur Bulleid: I have always felt that Vincent's infection has become far too much a bete noire to the dental surgeon. Perhaps this is partly due to the fact that so many patients suffering from this disease go to their doctors first and not their dental surgeons and this often results in valuable time being lost before adequate dental treatment is commenced.
I am extremely pleased that Mr. Stammers has stressed the importance of the "stagnation" picture in the incidence of the disease and possible reinfection and recurrence. To a large extent this is the clue to the question of recurrence and reinfection and if we can get rid of stagnation areas by our own treatment and then imbue the patient with the necessity of close co-operation with a view to preventing further stagnation, we shall be well on the way to success.
The weight of evidence is against those who think the disease is infectious, but I am not so certain about the question of contagion, and I think precautions should be taken against contagion. Mr. Stammers will undoubtedly agree that cases of recurrent infection or persistent infection will be greatly minimized if the original acute lesion is treated adequately at its inceptian, both by the dental surgeon and the patient. It is surely when one or both fail in their treatment of the acute case that subsequent trouble occurs.
In the present state of our knowledge we simply do not know what is the causal organism of Vincent's infection. It has been so long the custom to consider that the fusiform bacillus and its accompanying T. vincenti are the causal organism,s that one is apt to fbrget that there is as yet no proof that they are, in fact, causal. It has been impossible to produce Vincent's infection experimentally in animals and apparently there is no humoral immunity conferred by them. All that at present can be claimed is that these organisms are of diagnostic significance.
I would also stress another point-in a "clean" mouth the fusiform bacilli and spiral forms are almost conspicuous by their absence. Undoubtedly stagnation favours their appearance and growth. I think this point shows clearly how useful the routine "gum smear" examination can be.
Mr. Stammers has found no place for trichloracetic acid in the treattment, but I have found this drug exceedingly useful in acute cases and I always cauterize the ulcers with a 50% solution before I pack with the zinc oxide-oil of cloves paste. It eases pain almost at once, and pain is a marked feature of the acute ulceration. I generally leave my "packs" in ulace for four days before removal. Because I use trichloracetic acid I have not found it necessary to worry about the debris around the teeth, and scaling, &c., can be safely left till the packs are removed. I should not, however, hesitate to remove sloughs in the acute phase of the disease if I thought it the better way.
I agree that vitamin therapy by itself has been most disappointing. As an adjunct to local treatment some cases are helped, but I have not found that it has accelerated the rate of cure or prevented recurrences.
With reference to the question of treatment after the "pockets" have been eradicated I am a firm believer in the efficiency of gum massage with an aqueous solution of tannic acid, and I always show the patient how to carry out the massage.
To my mind recurrence is undoubtedly due to failure to eliminate stagnation areas, sometimes inadvertently but often from a failure to appreciate their importance. I have found that if adequate treatment is instituted quickly in the acute stage then in quite a number of cases gum massage and toothpick drill make gingivectomy unnecessary though loose interdental papillae may have to be excised.
Stagnation is also a possible explanation of the great increase in the fusospirochaetal flora in cases of Vincent's disease. In the pockets the pH is alkaline and this favours their growth. Remove the pocket and the pabulum favourable to the fusospirochaetal flora is taken away.
In the present state of our knowledge it is impossible to say if the possible localized sensitivity of the tissue cells to the fusospirochaetal flora is a factor or not as we do not know what is the significance of these organisms, or what part they play in the disease.
